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ABSTRACT
Implementation is an emerging research topic in the field of health promotion. Most of the implementation research adheres to one of two paradigms: implementing interventions with maximum fidelity or designing interventions that are responsive to the needs of a local community.
While fidelity and adaptation are often considered as contradictory, they are both essential elements of preventive interventions. An innovative program design strategy is therefore to develop hybrid programs that 'build in' adaptation to enhance program fit, while also maximizing the implementation fidelity.
The present article presents guidelines for this hybrid approach to program implementation and illustrates them with a concrete psychoeducational group intervention. The approach, which is referred to as "empowerment implementation" on the analogy of empowerment evaluation, builds on theory of implementation fidelity and community based participatory research. To demonstrate the use of these guidelines, a psychoeducational course aimed at stress reduction and the prevention of depression and anxiety was implemented according to these guidelines. The main focus lies on how an intervention can benefit from adaptations guided by local expertise, while maintaining the core program components and still respecting the implementation fidelity.
EMPOWERING IMPLEMENTATION

INTRODUCTION
Implementation is an emerging research topic in the field of public health. This growing interest reflects a changing view on what counts as evidence. For a long time, 'evidence' was a synonym for empirical data supporting either the scale or cause of a health problem, or the causal relations between interventions and outcomes. For both kinds, the level of evidence provided is a key quality feature, with randomized controlled trial (RCT) traditionally regarded as the 'golden' -but often unachievable -standard for evaluation. However, over the last decade it has become clear that public health needs other types of research evidence as well (Aro et al., 2005; Rychetnik et al., 2002) . It is not sufficient to know the magnitude, severity and causes of public health problems and the relative effectiveness of specific interventions to inform public health policy and practice. It is also necessary to know how a specific intervention should be implemented and under which circumstances it can be successful. Accordingly, Rychetnik et al. (2004) distinguish between three types of evidence in public health: evidence pointing to the fact that 'something should be done', to determine 'what should be done', and informing on 'how it should be done'.
The attention for the latter kind of evidence has given rise to a research investigating the quality and the processes of implementation (Breitenstein et al., 2010; Glasgow, Lichtenstein & Marcus, 2003; Palinkas et al., 2011; Rabin et al., 2010) . Although there is no consensus with regard to the conceptual and methodological frameworks to be used to study implementation, various strategies have been proposed to enhance the quality of implementation. These strategies often draw upon the literature on diffusion of innovation from the 1970s and 1980s (Dusenbury, Brannigan, Falco, &, Hansen, 2003) . The most influential strategy is to maximize the fidelity of intervention delivery (Dumas, Lynch, Laughlin, Smith, & Prinz, 2001) . The concept of implementation fidelity refers to "the degree to which an intervention or program is delivered as intended" (Carroll, 2007) . Specifically, a successful implementation is one that abides with four components of fidelity: adherence, exposure, quality of program delivery, and participant responsiveness (Dane & Schneider, 1998) . Mihalic (2002) describes each of these components as follows: 1) adherence refers to whether interventions are delivered as intended, 2) exposure refers to the number of sessions implemented, session length, frequency of implementation of program techniques 3) quality of program delivery refers to the manner in which staff delivers a program; and 4) participant responsiveness refers to the extent to which participants are involved in program content. Hasson (2010) has suggested two additional factors that moderate implementation fidelity, notably 'recruitment' and 'context'. The concept of 5) recruitment refers to procedures that are used to attract potential program participants, whereas 6) context refers to surrounding social systems, such as structures and cultures of groups, inter-organizational linkages, and historical as well as concurrent events. All these factors EMPOWERING IMPLEMENTATION 5 should be evaluated when conducting a process evaluation.
Multiple methodologies have already been developed to measure implementation fidelity (Blakely et al., 1987) . Their main goal is to identify the factors that lead to (the lack of) intervention success. In addition, they also focus on the mechanism and processes that must be taken into consideration when implementing complex interventions (Breitenstein et al., 2010; Campbell et al., 2000; Oakley et al., 2004; Toroyan et al., 2004) . Several attempts have also been made to increase implementation fidelity (Basen-Engquist, Hara-Tompkins, Lovato, Lewis, Parcel, & Gingiss, 1994; Burns, Peters, & Noell, 2008; Macaulay, Gronewold, Griffin, Williams, & Samuolis, 2005 ; Vitale & Romance, 2005) .
On the other hand, focusing on fidelity has also been criticized for being rigid, as it assumes full compliance with the program as prescribed by the program developer (Gresham et al., 2003) . The fact that any change to the program made by implementers is considered as bias and as a threat to implementation quality is at odds with the value placed on stakeholder involvement and participation in health promotion (WHO, 1986; Levy, Baldyga, & Jurkowski, 2003 ). An alternative approach to program implementation is therefore to encourage adaptation, rather than limit it.
Drawing on the principles of community based health promotion -which emphasizes the participation of the community in program planning, implementation, evaluation and dissemination -the program adoption approach holds that users or local adopters should be allowed to reinvent or change programs to meet their own needs and derive a sense of ownership.
The tension between the fidelity and adaptation approach is a recurrent theme in the implementation literature (Blakely et al., 1987; Dusenbury et al., 2003) . Berman (1981) proposed a contingency model of implementation, in which choosing between the strategies of fidelity and adaptation should depend on the nature of the intervention. The fidelity approach would be most suited for highly structured interventions, whereas the adaptation approach would work better in less structured interventions. Yet the dominant view remains that both approaches have competing objectives: implementing interventions with maximum fidelity, versus designing interventions that are responsive to the cultural needs of a local community. However, these two objectives are not necessarily contradictory (Castro et al., 2004; Weisberg, 1990) . In fact, fidelity and adaptation are both essential elements of preventive interventions. Moreover, both of them are best addressed by a planned, organized, and structured approach (Shen, Yang, Cao, & Warfield, 2008 ).
An interesting attempt to unite both approaches has been proposed by Backer (2001) . Based on a literature review, this author formulated six recommendations for implementers. For a successful intervention implementation one should 1) identify and understand the theory behind the program; 2) locate or conduct a core components analysis of the program; 3) assess fidelity/adaptation concerns for the implementation site; 4) consult with the program developer; 5) EMPOWERING IMPLEMENTATION 6 consult with the organization and/or community in which the implementation will take place; and 6) develop an overall implementation plan based on these inputs. Adding to this discourse, Castro et al. (2004) suggest that an innovative program design strategy would be to develop hybrid programs that 'build in' adaptation to enhance program fit, while also maximizing fidelity of implementation and program effectiveness. Unfortunately, however, the authors do not provide any guidelines as to how exactly such programs should be developed and validated, only stating that it would require "rigorous science-based evaluation and testing". The basis for such guidelines may however be found in similar, related theoretical frameworks like empowerment evaluation.
Empowerment evaluation is grounded in empowerment theory (Zimmerman, 1995) .
Empowerment can be defined as "… an intentional, ongoing process through which people lacking an equal share of valued resources gain greater access to and control over those resources". It can exist at community, organizational and individual level and can be viewed both as a process and as an outcome, reflecting the achieved level of empowerment. This process offers individuals the opportunity to gain control over their lives and over democratic participation in the life of their community (Berger & Neuhaus, 1977 , cited in Zimmerman & Rappaport, 1988 ). Zimmerman's view of an empowerment approach to intervention design, implementation and evaluation redefines the professional's role as that of a collaborator and facilitator, rather than an expert and counselor (Zimmerman, 2000) . Fetterman (1996) applied these principles to the evaluation of interventions, referring to this as the empowerment evaluation. It is defined as "… an evaluation approach that aims to increase the probability of achieving program success by providing program stakeholders with tools for assessing the planning, implementation and self-evaluation of their program, and mainstreaming evaluation as a part of the planning and management of the program" (Wandersman, Snell-Johns, Lentz, Fetterman, Keener, Livet, Imm, & Flaspohler, 2005, p.28) . In this sense, empowerment evaluation is closely linked to capacity building. According to Fetterman, building the capacities of others to evaluate their own programs involves several steps : 1) determining where the program stands, including strengths and weaknesses; 2) focusing on establishing goals with an explicit emphasis on program improvement; 3) helping participants determine their own strategies to accomplish program goals and objectives; and 4) helping program participants determine the type of evidence required to document progress credibly toward their goals.
The present article aims to extend these guidelines to program implementation. In the next section, this theoretical framework will be introduced, followed by the presentation of the guidelines. Finally, a psychoeducational course aimed at reducing stress and at preventing depression and anxiety will EMPOWERING IMPLEMENTATION 7 serve as an example of how these guidelines can be put into practice.
EMPOWERMENT IMPLEMENTATION
While empowerment evaluation is mainly concerned with the evaluation of a program, the same principles can also be applied to implementation. Such an 'empowerment implementation' could well reconcile the opposing fidelity and adaptation approaches to implementation. Indeed, involving the community in program implementation as an equal partner does not have to be at the cost of fidelity. It only requires providing the community with the concepts, tools and skills to identify the core components of the intervention, to adapt the intervention to their context and culture, and to assess, monitor and maintain the implementation quality.
The steps of an empowerment implementation approach would be as follows: 1) developing a core component, 2) selecting partners, 3) assessing the fidelity/adaptation concerns with partners and 4) developing an overall implementation plan. The way in which these steps are executed is inspired by community-based participatory research (CBPR), a collaborative approach to research, involving all partners equitably in the research process, recognizing the unique strengths that each brings (Minkler & Wallerstein, 2003, p.4; Minkler, Vásquez, Warner, Stuessey & Facente, 2006 ) and empowerment evaluation. The content of each step is defined by the key elements of high fidelity implementation, and by research concerning the balancing of program fidelity and adaptation. The consecutive steps will now be explained in detail.
Developing a core component
Prior to implementation, an intervention program is developed based on a sound theoretical framework. One example is Intervention Mapping (IM), a tool for the planning and development of health promotion interventions. It maps the path from recognition of a need or problem to the identification of a solution (Kok, Schaalma, Ruiter, & Van Empelen, 2004) . The first four steps of IM could be run through: 1) needs assessment, 2) preparing matrices of change objectives, 3) selecting theory-informed intervention methods and practical strategies, 4) producing program components and materials. The resulting intervention is tested in a controlled setting and empirically adapted until researchers end up with an effective intervention. Subsequently, researchers (empirically) define which aspects of the intervention are especially important for its efficacy and label these as the core components of the intervention.
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Selecting partners who will implement the intervention Implementing an intervention requires the participation of partners in the field in order to guarantee its success. Given that the main goal is to adapt a previously developed intervention to the unique conditions of the real life context in which it is implemented, the notion of participation in this context does not refer to the involvement of the end users, but to that of the implementers. In terms of Fetterman's (1996) framework, implementers can indeed be considered as primary stakeholders, whose role is not that of an expert or professional, but of a facilitator and enabler (Laverack & Wallerstein, 2001 ). As such, the focus of the participation of this study is more placed on the participation of the active ''can affect''-stakeholders than of the ''affected'' parties (Freeman, 1984, cited in Achterkamp & Vos, 2008) . These partners preferably dispose of existing networks related to the intervention topic. For example, an interesting partner for interventions related to cancer in the United States would be the Cancer Information Service, a network of health education offices (Glasgow, Marcus, Bull, and Wilson, 2004) . However, if potential partners show limited interest in the program, their participation is of little use. Even if they can be persuaded to implement the program, they will be unlikely to strive for quality, and this will probably lead to poor results, i.e. inadequate implementation, weak fidelity, and limited evidence-based actions ... In order to avoid this, it is important to carefully select the partners who will implement the intervention. A first step is therefore to make an overview of local partners who are available. Subsequently, these potential partners must be consulted to ascertain if they are interested to participate and whether they subscribe to the scientific basis of the intervention to be implemented. The most suitable partners for the intervention can then be selected through an evaluation of their strengths and weaknesses in function of the intervention.
Assessing the fidelity/adaptation concerns with partners
The next step is to assess the concerns with regard to fidelity and adaptation together with the partners. This implies two aspects.
Deciding on practical intervention aspects
To implement an intervention, a large number of practical aspects need to be taken into consideration. Although not all of these are crucial for the intervention to be effective, they play a large role in how the intervention can be perceived and received by the target population. Aspects that are not included in the core components of the program as defined in step 1 should therefore certainly be open for discussion, as they can have a significant impact on intervention dissemination.
In the discussion about these non-core components, local partners should take the lead, as they 
Developing an overall implementation plan
To ensure a successful implementation of the intervention, it is necessary to develop an implementation plan. This plan should specify the role of all partners involved and provide a clear timeline with an overview of what actions need to be undertaken when. One way to assure such quality management and avoid unintended effects at the phase of intervention realization, is for researchers to actively monitor intervention implementation by the partners in the field, document potential deviations and subsequently go through these together with them to avoid future mistakes at later stages of the implementation process.
Given the commensurability between efficacy and effectiveness (Stricker, 2000) , this framework increases the chances for an effective intervention when implemented in practice. Furthermore, it helps to avoid certain problems that are common to CBPR, such as the lack of skills in research EMPOWERING IMPLEMENTATION 10 methods of community members, differences in the appraisal of intervention criteria between the community and funding agencies, and shifting levels of community involvement throughout the research process (Levy, Baldyga, & Jurkowski, 2003; Wallerstein & Duran, 2006) .
In the following sections, empowerment implementation will be illustrated by describing the implementation process of a psychoeducational group intervention aimed at reducing stress and preventing depression and anxiety. This will show how each step of empowerment implementation can be put into practice. First the context is described, followed by the method and the intervention. These descriptions are followed by an overview of the implementation process. During this overview, attention is directed to specific points of interest to illustrate main aspects of the framework.
EXAMPLE: IMPLEMENTATION OF A PSYCHOEDUCATIONAL GROUP INTERVENTION
Context
The project on the implementation of a psycho-educational group intervention was commissioned by the Flemish government in 2007 to the Policy Research Centre Welfare Health and Family (SWVG), a consortium of Flemish research and expertise centres on health and wellbeing whose task is to support the Flemish minister in pursuing an effective evidence based policy. Its aim was to determine whether a psychoeducational group intervention to reduce stress and prevent depression could support the organizations in primary mental healthcare to reduce the growing burden of mental health problems. The primary mental healthcare sector in Flanders consists of a large number of organizations, each with their own goals and ways of working. Because of this diversity, a concern of the Flemish government was not only to evaluate the effectiveness of the intervention, but also whether such a course could be organized through ad hoc partnerships. The feasibility of such an implementation would offer perspectives for large scale implementations in the future. Local organizations would be at liberty to select partners they consider most appropriate in order to achieve their (mutual) goals.
Three Flemish cities and their communities were selected as intervention sites: one larger (Antwerp) and two smaller ones (Ypres, Genk). All organizations participated voluntarily and by means of their own funding. Although there were some differences between regions, key partners were provinces, local organizations for health consultation (LOGO), local governments, and local centers for ambulatory mental healthcare (CGG). The location for the course was either provided by the provinces or by the local governments. Teachers were psychologists from local centers for ambulatory mental healthcare. Although all partners were involved in course promotion, the local organizations for health consultation had the most suitable and extended network at their disposal to promote the intervention and took the lead by e.g. distributing the majority of flyers.
Method
Questionnaires were administered to the participants before and after the intervention. These included socio-demographic variables, depression, anxiety, and stress scores (DASS-42; Lovibond & Lovibond, 1995; Dutch version by de Beurs, Van Dyck, Marquenie, Lange, & Blonk, 2001 ) and course evaluation at the level of participant reactions (Kirkpatrick, 1975 , Dutch version by Baert, De Witte, & Sterck, 2001 ). This course evaluation was also used as a semi-structured interview conducted with the course teachers after course completion.
Intervention
Background
The psychoeducational course used for the intervention is a Flemish adaptation of a Scottish program called 'Stress Control'. It was first described by White (2000, p.57) 
as "… a six-session didactic cognitive-behavioral 'evening class'. It aims to: [1] teach students about anxiety and associated problems -depression, panic and insomnia; [2] teach self-assessment skills to allow individuals to learn how these problems affect them [3] teach a range of techniques designed to enable individuals
to tailor their own treatment with minimal therapist contact" and has been developed within the cognitive behavioural therapy (CBT) approach close to Beck (1981) and Meichenbaum (1985) . The Flemish version is not an exact replica of the original course. The goal of the Flemish version is more to preserve mental health than to restore it. Therefore, it focuses primarily on the phenomenon of stress than on anxiety. Since 2003 this intervention is being offered to the Flemish population, primarily by one of the major public health insurance companies. After paying an entry fee, both their members and non-members have the ability to attend the course.
Core component
The core component of the intervention is the course material containing a relaxation CD and various booklets. Each of the six weekly lessons has its own separate booklet with in it all (and even more) of the information presented during the evening course. One additional booklet contains all homework assignments. Teachers received course material from SWVG and were instructed to distribute this to course participants in their original format, without any changes.
Implementation
Developing a core component
In this particular case, the stress control course was developed within a CBT-approach, tested in a setting with college students, and found efficacious in this controlled environment. For the subsequent larger intervention with multiple partners in different regions, the course material was EMPOWERING IMPLEMENTATION 12 defined as the core component of the intervention which had to guarantee a qualitative intervention.
Selecting partners who will implement the intervention
The psycho-educational course was implemented in three Flemish regions, selected from the regions in which the Policy Research Centre Welfare Health and Family is active (KU Leuven, UGent, VUG, & KHK, 2007) . To assure an optimal reception of the intervention by all partners, concept mapping was used. This research method is based on Gray's (1989) collaboration model. A selection of potential partners for each region was brought together in focus groups. Through prioritizing their goals and interests, the three regions that were most suited for the implementation of this intervention were determined. The partners in these regions showed positive attitudes towards psychoeducation and prevention. For each region, researchers and partners together determined the strengths and weaknesses of all involved. After this evaluation, four main tasks were determined and distributed among each other: 1) organizing administration and data collection 2) providing the teacher, 3) providing the location and 4) promoting the intervention. As an example of the strengths and weaknesses analysis: in each region, the centers for ambulatory mental healthcare provided teachers for the course. Researchers, partners and the centers themselves, did not consider it wise to also involve them in promoting the intervention, though. Because of the stigma that is often still associated with mental health care (providers) in Flanders (Reynders, Scheerder, Molenberghs, & Van Audenhove, 2011) , it was decided to look for alternative channels.
Assessing the fidelity/adaptation concerns with partners
In each of the three regions researchers and partners gathered to address both practical and content-related intervention aspects. The researchers already had suggestions for different aspects that were open for discussion, but some also emerged during the meetings. Partners were hereby considered as the experts, the researchers only took the role of facilitators to moderate discussions between them. The goal was hereby not to create homogenous implementation conditions across regions, but rather to determine and adapt specific and relevant aspects for each region. Because the three regions each had their unique context, this resulted -as expected -in some level heterogeneity across regions.
Deciding on practical intervention aspects. These aspects were 1) the time of course commencement.
The course was set up as an evening course, but partners decided themselves at what day and at which exact time they preferred the course to start, taking into account the habits and possibilities of the target population in their region. All regions opted for Tuesday, with the time of commencement at 6 pm, 7pm, and 8pm. 2) the course location. Both researchers and partners quickly agreed that the location should be neutral, not providing a threshold for people with any specific background to EMPOWERING IMPLEMENTATION 13 participate. Governmental buildings (respectively a cultural centre, a lecture hall and even a city hall) were chosen as the most suitable locations. 3) which channels would be used to promote the course and by which means. In each region, partners had specific ideas and opportunities to promote the course: distributing flyers in public locations like libraries and to their personnel, posting advertisements on their websites, publishing announcements in official city papers, contacting specific organizations which aim at the target population, and setting up meetings between the researchers and local stakeholders. 4) which of their staff members would be most suited to teach the course. The researchers left this completely open to the partners. They all chose psychologists with considerable professional experience, both on psychopathology and in teaching (psychoeducational) courses. Finally, 5) the course material could be distributed to the participants in parts, one for each lesson, or given as a whole at course commencement. For didactic purposes, two regions decided to distribute the course material in parts, whereas in one region the course material was distributed as a whole, mainly for practical concerns.
Deciding on content-related intervention aspects. To support teachers during the course, default
PowerPoint presentations were made available by the researchers. However, if preferred, 1) teachers could change the presentations to suit their own needs and the particular condition. Other content-related aspects also apply to teachers, since they could exert most influence on the intervention content. 2) they could decide whether they wanted to read the relaxation exercise aloud themselves or play it from the CD. 3) they had the possibility to introduce interaction in the course, provided they felt like the course participants needed this. Finally, 4) they could also add own additional examples during the course in order to make them more relevant for the group.
Developing an overall implementation plan
Together with partners, researchers wrote down all arrangement, decisions, and agreements in an overall implementation plan. The researchers took the final responsibility and assured in each region and for each lesson that everything was implemented as decided upon. If -for one reason or another -there were deviations from the original plan, these were carefully documented and subsequently communicated to the partners. When the course would be evaluated these could then be taken into consideration.
Actual implementation
The course was subsequently implemented in the three regions, for two groups of 34 and one group of 18 participants. The total number of participants was not that high, but partners indicated that it was still larger than when they set up similar courses in the past.
The average age of participants was 43.04 years (SD = 10.34) and the majority was currently EMPOWERING IMPLEMENTATION 14 employed (85%). Close to 80% of participants were women, which is a high number, but not uncommon for this type of intervention (Van Daele, Hermans, Van Audenhove, & Van den Bergh, 2012) . Participants' depression, anxiety, and stress measures were high, approaching the clinical threshold (normative data provided by E. de Beurs, personal communication, October, 28, 2007) .
In general both course participants and course trainers were pleased with the outcome. In a written questionnaire, seventy percent of course participants agreed that the course was useful and a total of 91% of participants indicated they would recommend the course to a friend. The three trainers were interviewed and were also favorable to the intervention. Based on their experiences, they did have some remarks, both concerning practical aspects and content. All these remarks were discussed during the interview, carefully written down, and will certainly be taken into consideration for future implementations.
DISCUSSION
In this paper we have introduced a framework to program implementation which reconciles the competing paradigms of maximizing implementation fidelity versus adapting programs to the needs of the local stakeholders. Starting from the premise that fidelity and adaptation are both essential elements of implementation ideally addressed in a planned, organized, and structured way, we have proposed a four-step framework to implement prevention programs, balancing program fidelity with adaptation. The framework is based on community based participatory research and on empowerment evaluation, which we have extended to program implementation. This 'empowerment implementation' was illustrated by applying the framework to the implementation of a psychoeducational group intervention in Flanders. The example showed that empowerment implementation offers the possibility to implement the core components of an intervention with high fidelity, while allowing for the adaptation of the intervention to local needs, thus enhancing ownership by local stakeholders. It was seen that local partners not only prefer this flexibility, but consider it as necessary for any intervention which they are offered or required to implement. Whereas previously the adaptations made by local stakeholders to existing 'standard' intervention programs were mostly considered as 'flaws' in the implementation process, empowerment implementation provides an opportunity to redefine these adaptations as useful additions with a high ecological validity and relevance, which do not interfere with the core elements of the intervention.
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The aim of the psychoeducational course was to strengthen the resilience of participants to deal with daily stressors, and to empower them to take charge of their own mental health. Whether or not this aim was achieved was not addressed in this study. However, what this study did show is that the participatory approach to implementation that was followed for this program led to a better understanding of the intervention, its goals and its core elements by the local health workers who implemented it, and stimulated them to develop, adapt, and implement future interventions. As such, the effects may extend beyond the stated outcomes of the program, despite the fact that it was essentially conceived as a top-down intervention. In that way, the approach can be considered as truly empowering.
The fact that empowerment implementation is characterized by a high level of collaboration, mutual respect, and program flexibility does not mean that anything goes. It remains important for researchers and stakeholders to control the outcome to assure that the intervention is implemented according to plan. This may even be more the case than for 'traditional' frameworks for implementation. The main difference is that implementation fidelity is not determined by the strict implementation of the entire intervention, but of its core components. Deviating from the original intervention is allowed, even required and stimulated, as long as the core components remain untouched.
Such an implementation is ideally followed by empowerment evaluation. In the current study this was not possible, because clear research objectives were already formulated by policy makers prior to the start of the project. However, even in that situation it remains important to involve partners in the evaluation process. Taking time to consider the strengths and weaknesses of the actual implementation in comparison with the ideal scenario can serve as leverage for improvement.
It also creates a strong intrinsic motivation for change among the partners and may offer opportunities for further collaboration.
CONCLUSION
Empowerment implementation provides a new look at the concept of implementation fidelity and intervention effectiveness. In this framework an intervention consists of two parts: a core component and less important intervention aspects. The core component is proven effective in clinical trials and remains untouched throughout the implementation process. Less important intervention aspects are decided upon through an intensive collaboration between researchers and local partners. The framework therefore consists of three main phases: partner selection, deciding upon practical aspects and deciding upon content-related-aspects. As such, it addresses and overcomes the apparent contradiction between implementation fidelity and adaptation.
EMPOWERING IMPLEMENTATION 16
Current research concerning implementation fidelity often considers partner input and variability as bias. The strength of the current framework is that it offers the possibility to take this disadvantage and turn it into an advantage. All those who are involved in the program benefit from increased stakeholder participation: researchers can evaluate an intervention implementation in more realistic circumstances, whereas local partners have the ability to control and to adapt an intervention (as much as possible) to their needs, to enhance their ownership of the intervention, and to increase their capacities to develop, adapt and implement interventions in the future.
